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Abstract
Purpose –The aimof this action researchwas to explore, from aworkforce and a patient/carer perspective, the
skills and the capacity required to deliver integrated care and to inform future workforce development and
planning in a new integrated care system in England.
Design/methodology/approach – Semi-structured interviews and focus groups with primary, community,
acute care, social care and voluntary care, frontline andmanagerial staff andwith patients and carers receiving
these services were undertaken. Data were explored using framework analysis.
Findings – Analysis revealed three overarching themes: achieving teamwork and integration, managing
demands on capacity and capability and delivering holistic and user-centred care. An organisational
development (OD) process was developed as part of the action research process to facilitate the large-scale
workforce changes taking place.
Research limitations/implications – This study did not consider workforce development and planning
challenges for nursing and care staff in residential, nursing care homes or domiciliary services. This part of the
workforce is integral to the care pathways for many patients, and in line with the current emerging national
focus on this sector, these groups require further examination. Further, data explore service users’ and carers’
perspectives onworkforce skills. It proved challenging to recruit patient and carer respondents for the research
due to the nature of their illnesses.
Practical implications –Many of the required skills already existed within the workforce. The OD process
facilitated collaborative learning to enhance skills; however, workforce planning across a whole system has
challenges in relation to data gathering and management. Ensuring a focus on workforce development and
planning is an important part of integrated care development.
Social implications –This study has implications for social and voluntary sector organisations in respect of
inter-agency working practices, as well as the identification of workforce development needs and potential for
informing subsequent cross-sector workforce planning arrangements and communication.
Originality/value – This paper helps to identify the issues and benefits of implementing person-centred,
integrated teamworking and the implications for workforce planning and OD approaches.
Keywords Integrated care, Workforce development, Workforce planning, Care planning,
Multidisciplinary team
Paper type Research paper
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International healthcare strategy is focussed on developing integrated, people-centred care
systems, which aim to generate efficiency and quality benefits to the health and care system
and the health of the population (WHO, 2020a).Whilst there have been numerous reviews and
discussion of evidence in relation to integrated care from a macro- or micro- perspective
(WHO, 2020b; Nuffield Trust, 2019; Ling et al., 2012; Goodwin et al., 2014; Schrijvers and
Goodwin, 2010), little focus is on the literature about the workforce capacity and capability
implications of making the shift to more integrated ways of working. Where there is mention
of workforce implications, there tends to be a focus on skill mix, staff substitution, new role
development or “service-level integration” rather than whole system integration (Gullery,
2015; Kings Fund, 2020).
In England, the National Health Service (NHS) strategy (NHS, 2019a, b, c) aims to address
the challenges of healthcare quality and financial constraints through a range of initiatives
including a focus on “workforce” (Dept. Health, 2013; NHS, 2020a, b) and integrated physical
and mental healthcare (Das et al., 2016). Alongside the challenges of a changing NHS and the
workforce development requirements to address new ways of working, there is a shortage in
both the primary care (Health Education England (HEE), 2019) and the nursing workforces
(NHS, 2019). There are plans to train more general practitioners (GPs), nurses and midwives
and develop new roles to address these gaps, but the transformation in the way staff work
together has been acknowledged as a priority (NHS, 2020a, b). The future role and need for
career development of the nonprofessional workforce has also been recognised (Health
Education, 2018).
Workforce development and planning historically have been in “silos”, with organisations
planning around their individual requirements rather than an integrated health and social care
system. In England, the NHS New CareModels programme (NHS, 2018) was set up to support
the development, delivery, evaluation and rapid dissemination of learning from different
models of care, known as “vanguards”, funded for a fixed term to address, among other issues,
theworkforce development and planning challenges in integrated caremodels. Alongside this,
the HEE, who are the national body responsible for workforce planning and strategy in the
NHS in England, introduced a new single national workforce plan and strategy, though it
based on the model of individual professional groups’ supply and demand issues.
This research aimed to understand the workforce skills and capacity required in the
system to deliver integrated care (Better Sunderland HOMEPAGE, 2019). The vanguard site
(one of 26 distributed across England)was a “multispecialty community providermodel”, and
as a change to the existing way these services were configured in the United Kingdom,
offering a proactive multiagency approach for reducing acute hospital admissions and
improving the quality of care (NHS England, 2016). The site covered a population of 284,000
people, of which 3% of the population contribute to 50% of the cost of healthcare, due to long-
term conditions and frequent hospital admissions. At the time of the study, theworkforce had
recently been organised into five locality-based multidisciplinary teams (MDTs).
The context of the research was subjected to a large number of changes driven nationally,
locally and by the research process itself. These included a national workforce planning, and
self-assessment tool was launched; the five locality-based teams were physically co-located,
which as a change to existing ways care was organised, and the local population data were
stratified to enable targeting of complex patients. Structured MDT meetings and care
planning processes were implemented and care co-ordination were piloted; a daily team
“huddle” meeting and an integrated performance dashboard for the locality system was
introduced. The vanguard also implemented a whole system partnership board, which
included representatives from all care providers, and a national clinical pharmacist pilot was
set up locally. Finally, an organisational development (OD) strategy was developed, and a
system-wide workforce development and planning group were set up.
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The research questions addressed were as follows:
(1) What are the skills, knowledge and behaviours that staff working in integrated care
need to deliver high quality effective care for patients?
(2) How can current workforce development and planning approaches be improved and
delivered to ensure the workforce has capacity and capability to deliver integrated
care?
Theory and methods
The underpinning principle of the research was pragmatism, and so action research was
carried out as this approach aligns well with service development where the underpinning
delivery model is itself still developing. Action research uses a participatory approach and
particularly useful for situations or problems that are unlikely to have a simple, single answer
solution, often referred to as “wicked problems”. It is usually done in organisations, in this
case across organisations, to improve service/outcomes. This approach includes phases of
action and evaluation, with findings fed back into the service developmental process and an
emphasis on behavioural change (Lewin, 1946; Kemmis et al., 2013; Hart and Bond, 1995). As
the models of care were still developing, new local or national initiatives and related findings
were incorporated into the local model and research process, along with documentary
analysis, such as current workforce plans.
There were three phases of action and evaluation, with the findings from each phase fed
back to participants to validate:
Phase 1: literature review; baseline assessment (workforce data collection); initial scoping
interviews with system leaders to inform interviews in phase 2 and themes from phase 1
fed into phase 2 in relation with workforce skills, development and planning.
Phase 2: further documentary analysis; interviews and focus groups with managers and
workforce; data analysis; themes from phase 2 fed into phase 3 actions; integrated staff
training needs analysis was developed and OD strategy was developed.
Phase 3: Interviews with patients receiving care and carers and analysis
Approval to proceed was gained from the University Ethics Committee of the first author, the
Health Service Research Authority (HRA) and Research Ethics Committee (REC).
Sampling and recruitment
Staff participants (n 5 30) were selected purposively to include system leaders (senior
commissioning and operational managers) and frontline workers in integrated teams (GPs,
community nurses, mental health nurses and social workers). Most participants had many
years’ experience in health and/or social care andmany had long careers in the area with only
two who had worked outside of the area prior to their current role. One-third of the
participants were female. Patient participants (n 5 4) had chronic respiratory conditions.
Carer participants (n 5 4) were caring for patients with respiratory conditions (n 5 2) or
mental health conditions (n 5 2).
System leaders (n 5 12) were recruited by direct approach; frontline staff were recruited
through open invitation via their line managers. Patients and carers were identified by team
leaders from localities. A criterion for inclusion was that they had personal or carer
experience of services provided by their local integrated team.
Semi-structured interviews and focus groups were held in a setting convenient to
participants’workplaces, patients’ homes or the university. Interviews and focus groupswere
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conducted until data saturation was achieved. Interviews were digitally recorded and
transcribed verbatim for analysis.
Data collection and analysis
Secondary data which were reviewed as part of the research process included national
workforce data, local data from all providers were available (including GP practices), current
workforce models, performance and outcomes reports and job descriptions. This and themes
derived from system leader meetings on workforce informed the development of the
questions used in the semi-structured interviews and focus groups.
In total, 17 semi-structured interviews were conducted. Of these, 12 were one-to-one and
five with 2–4 respondents with service users and carer(s) or professionals with interrelated
roles. of the individual interviews, three took place over the telephone; all others were
face-to-face. Face-to-face interviews were held in a variety of venues, including the
university, respondents’ workplace setting and (in the case of service user and carers)
people’s homes.
In total, four focus groups were also conducted. These took place with 4 of the 5 new
community integrated teams with 4–8 participants in each group, including GPs, social care
staff, consultant geriatricians, managers, nurses, social workers, pharmacists, community
support workers, practice managers, consultant, carers and service users, MDT co-ordinators
and voluntary sector staff. The informed, written consent was obtained in accordance with
the ethical approval obtained for the study.
Qualitative data underwent thematic analysis to identify recurring themes, employing
constant comparison (Dye et al., 2000) to the point of saturation. A member of the research
team, whowas not directly involved in conducting interviews or facilitating groups, analysed
the data manually, coding themes using an iterative and approach to thematic analysis.
Emerging themeswere discussedwith the Principal Investigator and research team as part of
the validation process.
Results
Theme 1: Achieving teamwork and integration
Frontline respondents were positively engaged with the developing model of care and
identified several skills, behaviours and opportunities. They felt that a better overall “offer”
had been put in place for service users with complex needs, and that the workforce’s existing
skills and knowledge were better utilised, with a more efficient response to patients andmore
effective communication between professionals:
There’s been some things that would have taken weeks, really, to organise. . .Nowwe kind of do it in
ten minutes in the office. (Pharmacist)
In the past. . .you would have gone out, done your assessment, and then have had to make many
phone calls to get to speak to the person you needed to . . . [but] now you’re in the office, you speak
to. . . the managers. It’s allocated. You have a conversation with who it’s allocated to and you go out
and everything is done together in front of the patient. (Community nurse)
Co-location of care providers from different organisations and professions during the course
of the vanguard developments, whilst initially challenging, was reported to provide a more
satisfying working experience. This included enhancement of knowledge, skills and
behaviour, improved mutual understanding of roles and expertise, better links between
primary and community-based social and healthcare sectors and a proliferation of
opportunities for formal and informal co-working, ranging from joint home visits to
impromptu case discussion.
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The benefit for me . . . is about having that constant contact. I mean, you can share an office with
somebody and you have that informal discussion, don’t you? . . . It’s about, “Well, I’mstrugglingwith
this–what do you think?” Or “This person has this [issue]; I’m not quite sure because that’s not my
area of expertise. (Community nurse)
Examples of views of others’ ideas and learning were transformed by their exposure to closer
working between social care and healthcare workers:
For me, as a social worker . . . we go out and we see people, but we’re not actually physically hands
on. . .One ofmy first joint ventures was [with] a womanwhowas in palliative [care] . . .Shewanted to
stay at home, and we made it so that she could stay at home. . .And I thought, “Eh? They’re actually
giving injections!” (Social worker)
Many respondents felt that their working life had changed significantly in relation to their
notion of teamwork, asking “what team do now I belong to?”; “who is or isn’t part of this team?”
The concept of “teamness” emerged spontaneously from the frontline team focus groups.
Respondents were explicitly encouraged to identify the specific skills and knowledge they felt
they needed in relation to teamwork and any training, but frontline staff did not consistently
articulate this as any specific training needs or skill requirements in relation to the newmodel of
care or teamworking.
Those in more senior positions, meanwhile, tended to talk about leadership styles and
behaviours of middle managers and frontline staff whowere responsible for “their” resources
for “their” organisations:
If you’re the kind of manager that trusts your staff, and you know that [they] are more effective
spending time out in the community with patients, rather than at their desk, and you trust them to do
their job, and you might only see them once a week for supervision. (Senior manager).
Professional “silos”were seen as obstacles to smoother integration and teamwork, with staff
in new roles, feeling “isolated”:
I can feel quite isolated, . . . I’m often out of the office and out in GP practices, and my team is
everywhere else. So sometimes . . .I sit in my little corner, and because there’s like loads of people
around . . . Even when I’m in my big room, I can feel isolated. (Clinical Pharmacist)
Structured MDT meetings for patients who had complex needs were implemented with co-
ordinated multi-professional care plans. Considerable variance was reported in terms of the
skills perceived to be needed to operate within anMDT setting and towork collaboratively on
care plans. Respondents also found it difficult to agree a common definition of “care co-
ordination” or whose role it was. Differing professional backgrounds had inherent differing
definitions, such as whether this was an ongoing role or whether it was more of a care
navigator who once the care was agreed, could withdraw. Several respondents felt that care
co-ordinationwas a skill rather than a role, whereas others thought care co-ordinationwas the
model of care.
Several respondents commented on the logistical challenges, which hampered their ability
to work in an integrated way. The most commonly mentioned concerned IT systems and the
lack of integration between patient records and other systems. Respondents understood data
governance challenges but repeatedly referred to slow progress towards establishing
protocols for data sharing. Many, however, had through co-location and the emergent team
culture, developed much stronger face-to-face communication about patients:
The social worker who sits opposite me is going to see a patient, she’ll say, “Oh, are they in hospital?”
And I can just check on the hospital system – yeah, they’re on [Ward Name] or whatever. . ..
Apparently, I’m not allowed to give that information out, because of the governance issues around




In total, three patients with complex physical needs and four carers were interviewed.
Respondents were generally satisfied with the services delivered, saying they were well-
coordinated particularly in relation to complex physical needs. For example, a patient with
diagnoses of chronic pulmonary disease (COPD), diabetes, cardiovascular disease and cancer
reflected on coordination of his/her care and co-location of some teams:
They all work in the same office, so they more or less see each other (Patient).
Other parts of the workforce were seen as less effective at care coordination. One couple
(patient/carer) complained of receiving unnecessary appointments from theGP practice when
I’ve told them–I’m under the hospital. (Patient)
A training needs analysis based on a validated tool (Hicks and Hennessy, 2011) was
developed for phase 3, but analysis of the interview and focus group data suggested that
frontline staff were not yet clear about what their training needs due to lack of role clarity. An
OD process was therefore developed, involving Myers Briggs personality assessment (The
Myers and Briggs Foundation, 2020), one-to-one coaching for frontline leaders and middle
managers and team coaching. OD leads from each organisation were identified to facilitate
this plan. Subsequent data suggested a profound “culture shift” within the workforce, with
evidence of transformational learning, particularly in senior frontline staff, who through the
process of change had begun to both think about and perform their role, in radically different
ways beyond prescribed “top-down” pathways. Some respondents subsequently spoke about
teams being further ahead in their thinking than their managers:
Where the practitioners are delivering the care, we’re challenging their managers to say, “You’re not
giving us a system that allows us to integrate in the way in which we want. Please do something
about it” (Social worker)
Many participants reflected on new workforce cultures developing in health and social care
and a pervasive theme of “making a difference” and “no going back” to previous ways of
working at the end of the vanguard programme.
Theme 2: emergent demands on capacity and capability
There was an overwhelming perception, especially among frontline healthcare staff, that
additional work had been created for the workforce as a result of regular MDTmeetings and
the new care-planning processes. Whilst many staff reported they had developed additional
skills and could identify unmet need, there were challenges in their capacity to meet unmet
needs without additional resources:
I think that together with some of the drivers in government about pushing work back out into the
community from the Acute [Hospital] Trusts, the expectation is now that within the community we
have that expert resource to facilitate all of that additional work. I would say we absolutely do have
the expertise in the community to do that, but if the work continues to increase, that resource is still
finite. (Community nurse)
Informal carers were widely recognised by healthcare staff as a crucial resource and their
greater integration with professional services as essential to the future of health and social
care. This was reflected in the data, and whilst there was substantial support for carers
through the Carers Centre, capacity to support for them and the person they care for was a
key challenge:
Age UK have a befriender [and] all she does is go out and does befriending. And she is packed [very
busy]. Because a lot of it is loneliness. They’re on their own –which affects their physical and mental
health. . .so they’ve then employed somebody, which is great. (Carers’ centre worker)
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The challenge of capacity in general practice where there was a recognised shortage of GPs
was raised by some respondents. They felt that practices were treatingMDTs and care plans
as “tick box” exercises, with a resistance to unearthing new demand:
You can look at a patient and say, yeah, Mrs X–she’s fine. Next one–Mrs Y, yeah, she’s fine. You
haven’t really dug deep and found what the problems are. . . If it’s somebody in their own home, it
takes a lot of time. So, yes, one patient might take me six hours, which means I willn’t do the ten I
should have done, I’ll only do two. . .So, that means that eight out of the ten I should have done, have
had a more brief care plan. (GP)
Theme 3: delivering holistic and user-centred care
“Holistic” describes the full range of service user and carers’ needs including mental health
and emotional well-being. There was considerable variation in how respondents involved in
the care of patients with complex physical needs interpreted “mental health”, and this
affected the importance that they attached to it. The interviewers were clear that mental
health issues existed along a spectrum, from low-level anxiety and depression to difficulties
requiring more specialised input. Many respondents, who were from a physical health
background, suggested that emotional or mental health issues were “rare” or “incidental” to
care and something that, if they did arise, was best left to specialists:
We don’t get very many referrals around mental health. Quite often it’s an incidental finding.
(Recovery at Home team member)
We don’t get involved with patients with mental health needs . . . I mean, obviously, they’ll come in
for their annual bloods and ECGs and things. But we tend not to see them. It’s more the GPs that are
managing those. (Practice Nurse)
There were concerns from mental health providers, however, about the perceived mismatch
between the primary and community care teams’ evaluation of service users’ needs and that
of the mental health specialists, resulting in a mismatch of expectations of capacity:
I think the issues we’ve certainly got in mental health older adults [have been] since we raised the
profile of dementia. So, the number of referrals coming in has just rocketed [upwards]. And we don’t
necessarily have the resource tomanage that.We’re working with agency nurses, which we’ve never
done before in the community. (Community Psychiatric Nurse)
In a joint interview with two long-term, full-time carers of individuals with serious and
enduring mental health needs, respondents offered detailed insights into the tensions
between supporting the person they cared for and requiring support themselves (from the
Carers’ Centre). They felt that sometimes their concerns had not sufficiently been
addressed by statutory services, and that the emotional and mental strain of caring they
had on their own well-being at times had been exacerbated by encounters with both
primary and secondary services. Professionals meanwhile reported that the contribution
of carers only came very late to their attention, often as part of the new MDT and care
planning process:
Sometimes the first time we meet them and that’s it – aha! They’ve never been asked, never been
listened to before. . . (Community Nurse).
Despite these indications of the extent of mental health issues for patients and carers, it was
reported that many respondents had had no or very little training and were not aware of any
others in the team who had training. Although on an informal basis they were well used to
engaging with patients whose presentation had a mental health component, several
respondents suggested it would be helpful if they were able to access training that better
equipped them to understand and engage with service users:
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I personally think that anyone on the frontline of, you know, service, should have some level of
understanding in relation to the things that can affect people’s lives. So, if we’re talking about simple,
low-level training that would benefit an entire integrated team, I can’t see how that would be a bad
idea. . . (Social worker)
In total, two carers for people with mental health needs indicated their need for better
“education” about their loved one’s condition, as well as support, so that they could bemore of
a “partner in care” with professionals:
We definitely need education. [. . .] that I think is important. Maybe whenwe start with that, and then
they will realise what we’re actually doing. (Carer)
Recent policy initiatives around co-production (NHS Leadership Academy, 2019; Seale, 2016)
go beyond involving service users and carers in formulating care plans, inviting them to
meetings or assisting them tomake choices around services. The understanding and skills for
co-production and shared decision-making varied, and some respondents queried whether
most patients really “want” to be more involved in actively planning their care. There was a
common perception that it was either inappropriate for patients and carers to participate in
MDT meetings, for practical reasons if not also in principle, or that patients were in fact
unwilling to participate:
I thinkwe only bring them inwhen there’s a need.We don’t bring them in at every point becausewe’d
have six, seven people–eight people–to talk about howwe can develop a care plan with the patient in
front of you, and it’s difficult to do that. (Multidisciplinary team co-ordinator)
The big problem is the patients not wanting to engage. (Community Nurse)
Paradoxically, MDT meetings were also perceived as promoting a shift away from the co-
production that previously took place more informally with the patient:
Some of the issues that I would just address in a patient’s house, immediately, if there was something
wrong – sometimes. . .. I’m having to, like, pause and think, well, right, hold on. I’ll wait until
Wednesday and discuss it at the MDT. So, I’ll say to the patient, Look, oh. . .We’ve got a big meeting
on Wednesday, the doctor is going to be there, the social worker will be there. Is it okay if I discuss
your case? (Senior Community Nurse)
In relation to the skills and training implications of working in a more co-productive way,
respondents reported that the way they had been trained previously meant they were not
used to or were fearful of working a more co-productive fashion:
[In] general nursing, you’ve trained to kind of go and do things to people. And we’re really good at
that. But we’re not very good at going and showing people to do things themselves. Or if we are good
at it, I think a lot of the time people don’t feel empowered and [are] frightened. (Senior
Community Nurse)
The service users and carers validated this finding by reporting their expectations of
professionals and care plans as being largely prescriptive:
Interviewer: And she helps you make the decisions and that sort of thing?
Patient: Yes. And [she] tells me if I’m doing the right thing or the wrong thing.
Discussion
In summary, three overarching themes were identified from the final data analysis in relation
to the skills, knowledge and behaviours required:
(1) Achieving teamwork and integration,
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(2) Managing demands on capacity and capability and
(3) Delivering holistic and user-centred care.
Sub-themes included faster and more joined-up working, IT systems and skills, leadership,
professionals “learning from each other”, generalism vs specialism, care co-ordination skills,
mental health and well-being skills, co-production, meeting unmet needs and the role of
carers.
Due to the size of the defined “teams”, some participants did not really understand who
was in their team, but, as noted above, the concept of “teamness” was raised by respondents
as a simpler way of this thinking about teamwork rather than who was actually in “their
team”. Other authors have also discussed the idea of “teamness” as a way of conceptualising
working in very large teams (West and Lyubovnikova, 2013; Tilden et al., 2016; Shoemaker
et al., 2016). In this study, as the OD process embedded, “teamness” and the skills required to
work as a team were developing but were at an embryonic stage.
The leadership challengewas thatmanagers were not always adhering to the principles of
integration and needed to “see the whites of the eyes” (Senior manager) of their own staff
rather than trusting them to work collaboratively with other care providers. Respondents
were positive about the newways ofworking and the skills they had enhanced and developed
as part of the change process, and there was a feeling of “no going back” articulated bymany.
They valued the opportunity to better mobilise existing specialist knowledge (their own and
others in their “team”) as well as their generalist skills and to develop new forms of mutual
learning and collaboration. Evidence of transformational learning from each other reflects
established educational theories around both “deep” and team-based learning as enhancing
teamworking (Marton and Saljo, 2005; Michaelson and Sweet, 2012). IT systems and skills
were seen to be key for integrated working. Whilst IT training was not reported as a training
need, training to support the wider use of telehealth and telecare systems was highlighted by
several respondents.
Respondents reported that the new MDT process and care planning had exposed unmet
need and was making unforeseen new demands on the workforce, many of which had
resource implications. This unintended consequence of the new model illustrates the
complexities of enhancing workforce capability, which in turn leads to a greater workforce
capacity requirement. Other studies have focussed on howbest to ensure a flexibleworkforce,
which is adaptable to changing demands (Nancarrow, 2015), although further work is needed
to understand the views of health system performance and provision from the patient
perspective.
The final theme included the challenges and opportunities the workforce faces in terms of
the ways integrated care is developing. Many respondents recognised the importance of
mental health and emotional well-being of service users and carers, both from a policy and
professional perspective; however, they also reported a deficit in their knowledge and skills in
this area, which aligns with others’ findings (Naylor, 2017; Addicott et al., ). Respondents
reported poor links between community-based physical care and specialist mental health
services as well as a lack of understanding of each other’s capacity to deliver.
In the case of co-production, commitment to and/or understanding of the underlying
principle varied. Many frontline staff regarded the routine exclusion of patients and/or carers
from MDTs, for example, as unproblematic. Recent policy initiatives (Coalition for
Collaborative Care, 2016) aim to go beyond involving service users and carers in
formulating care plans, such as through inviting them to meetings or assisting them to
make choices around services, or even a radical shift about who is “in charge of” health (Boyle
and Harris, 2009; Batalden et al., 2016). This latter requires users to be experts and capable of
making decisions, with professionals moving from being “fixers to facilitators” (Realpe and
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Wallace, 2010). If co-production is a genuine goal of new care models, there are considerable
training, leadership and support implications. At the time of the research, the national
introduction of patient activation measures (PAMs) (NHS England, 2019), which help identify
those patients who are ready to engage with developing plans to stay healthy, provides an
opportunity for professionals to have a more co-productive relationship with patients.
Whilst the development of new roles is often assumed in many newmodels (Gilburt, 2016;
Crisp and Chen, 2014), the evidence here and elsewhere suggests that valuing and reinforcing
existing professional identities can also help to develop trust and recognition and facilitate
closer teamworking across professional or organisational boundaries (Mitchell et al., 2011;
Rebecca and Brendan, 2015; Liberati et al., 2016). Building effective relationships and
establishing a shared commitment for developing care around an individual’s needs can
support this process. This was echoed in the research to some degree, with several
participants reflecting their raised awareness of the differences in their respective roles, and
with the challenging discussions on defining the role of the care co-ordinator. Care co-
ordination and what it means to different professional groups, whether it was a skill, a role or
a model of care, has also been raised as a challenge in other studies and reflects our findings
(Parker and Fuller, 2016; Schultz et al., 2013). In terms of the national policy agenda, further
discussion between the professions and care providers may move this forward.
Informal carers are widely and rightly recognised as a crucial resource (OECD, 2011; NHS,
2014; Weatherly et al., 2017) and their greater integration with professional services as
essential to the future of health and social care. Other studies have focussed largely on the role
of carers’ experiences (Cree et al., 2015; Aziz et al., 2016). This study explored additional
training carers thought theymight need.With our small sample of only four carers, there was
evidence of their desire for more clinical knowledge about their loved one’s condition, so they
could have a greater role in their care. Other studies reflect this finding (Latter et al., 2016; Sin
et al., 2017).
In summary, there is evidence from the literature and herein about some of the key skills,
knowledge and behaviours required for integrated care. However, how to take forward the
workforce planning aspects of integrated care is less clear (Addicott et al., 2015). Workforce
data are not currently available across the whole health and social care system, compounded
by a lack of workforce skill analysis at local and national levels. One of the particular
limitations of the research was accessing accurate, timely workforce data due to issues of
“ownership” alongside access to and sharing of the data. This meant that an accurate
analysis of workforce capacity could not be made. In addition, individual organisations have
their own appraisal and training needs analysis systems, the data which were not shared
across the system. After the first cycle of the action research process, an agreement was
reached across all providers to carry out a single system-wide training needs analysis;
however, due to organisational immaturity and development challenges, the vanguard
management team felt the need to postpone this until after the research was completed.
Instead, the OD process, whichwas implemented, was felt to have supported the development
of frontline workers and leaders to work creatively and more effectively with partners. It is
important to evaluate the impact and cost-effectiveness of new roles and the upskilling of the
current workforce if these initiatives are to be replicated in other settings (Lopes et al., 2015;
Addicott et al., 2015). Future research should focus on this.
Action research involves continuous and progressive partnership between researchers
and the wider community of practice. In this case, engagement with the research was an
important part of the OD process, whilst the OD process itself supported the collection of rich
qualitative data. The inclusion of focus groups alongside interviews enriched the research, as
it allowed interaction between staff from different organisations to learn about team work
and “teamness” in a protected environment. An action research approach can help to develop
the evidence base and support behavioural change in participants (Latter et al., 2016; Sin
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et al., 2017). There are, however, some potential disadvantages with adopting an action
research approach. These include the perceptions that action research is not “science”, the
findings may not be generalisable to other models and a criticism is that there is poor
development of theory (Kemmis et al., 2013). To address these perceived disadvantages,
findings from the research were fed back to members of the workforce at each phase to
validate in terms of accuracy, validity and relevance to their experience. In addition, research
team members not involved in the analysis discussed the findings which allowed a degree of
detachment from the data analysis and the generation of a wider range of emergent ideas and
themes to be explored.
Purposive sampling aimed to identify staff from different backgrounds and grades aswell
as carers and service users whose circumstances informed the research from different
perspectives. The total number of interviews was dictated by the concept of data
“saturation”; however, an acknowledged limitation of the research was the relative
shortfall in data obtained about service users’ and carers’ perspectives on workforce skills.
It proved challenging to recruit patient and carer respondents for the research due to the
nature of their illnesses. In total, three interviews were held with patients (two with carers
present) but were considerably shorter than most of the other interviews largely because of
individuals’ health conditions. Further research in this area would enhance workforce
development. By chance, rich data about the mental health of both carers and the person they
cared for emerged and have been used to develop carers’ support.
This study did not have its scope consideration of the workforce development and
planning challenges for nursing and care staff in residential, nursing care homes and
domiciliary services. Given the complexity of multiple independent private providers,
however, this part of the workforce is integral to the care pathways for many patients, and in
line with the current emerging national focus on this sector, these groups require further
examination.
Action research drives action, and the learning has been taken forward through a newly-
formed regional group. The aim of this system workforce development group is to inform
workforce plans, new role development, training needs analysis and upskilling and the OD
process.
Conclusion
The skills needed to deliver integrated care often already exist within the workforce; the
challenge is how these skills are developed, shared and distributed as part of an integrated
system of care that spans organisational and professional boundaries. A further challenge is
to improve how workforce planning for whole systems is prioritised and subsequently
implemented. As health and social care transforms and new models of care develop to create
patient-centred, high-quality, efficient care, the workforce delivering this care will need to
adapt, developing leadership and teamworking skills towork in amore integratedway across
professional boundaries and organisational structures. This transformation will require
behavioural and cultural change against a backdrop of a rapidly changing policy context. An
OD process, which acknowledges the need to develop people delivering the care as well as the
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